By DOUGLAS FIRTH, M.D.
PATIENT, L. T., a girl, aged 141, who was quite well up to the age of 7 years.
She then had rheumatic fever, for which she was kept in bed for seven months. Since that time she has had slight dyspncea, and occasional pains below the apex of the heart. She was admitted into hospital in November last for sore throat, pains in the limbs and some pyrexia, which subsided rapidly under salicylates.
There is no cyanosis nor clubbing of the fingers. The apex beat of the heart is in the fifth space, 3j in. from the mid-sternal line, and the area of cardiac dullness extends to the sternal edge on the right and to the third rib above.
A faint thrill, late systolic and diastolic in time, can be felt in the second left
interspace, 2 in. from the mid-sternal line. At this spot, a swishing double murmur is heard, also late systolic and diastolic, in the midst of which a sharp second sound is audible. This murmur is conducted towards the left shoulder. At the apex a soft systolic murmur, conducted outwards towards the axilla, is heard. Although the girl has had one severe attack of rheumatic fever, and at least one other slight one, the signs at the base of the heart do not seem to be compatible with an acquired lesion. On the other hand they closely resemble the signs given by Gibson as those of patent ductus arteriosus. It is true the thrill is feeble and the shock of the closing of the semi-lunar cusps cannot be felt, but I would venture to suggest that these modifications are due to the acquired lesion.
The electro-cardiographic report by Dr. C. B. Levick states: There is, perhaps, slight preponderance of the right ventricle, but I consider that the curves rest within the limits of normality.
The P summit is broad and flat, as often occurs in mitral stenosis, but the curves in general are of the type commonly occurring in cases of patent ductus arteriosus.
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